Nationally representative surveys of the older population in Thailand clearly document the primary role of the family, especially adult children and spouses, in providing personal care to elderly members who are no longer able to function on their own. The role of the state, market and voluntary sectors, i.e. the other three points of the "care diamond" vary but are clearly subsidiary to the family although their relative contributions may shift in the future. It is also clear that older persons, in their role as grandparents, make significant contributions to the care of young children, especially in situations where the child's parents have migrated and left the grandchild in their care. Demographic trends are underway that pose important challenges for the future of intergenerational family care. The future role of older persons in providing care to young dependent grandchildren is likely to be impacted by reduced fertility among persons of reproductive age and by the increased migration of working age adults although these are likely to operate in opposite directions. The much smaller family sizes of the persons entering older age in the future and the increased migration of their adult children to find employment have serious implications for filial elder care and are already leading to shifts in living arrangements including a substantial decline in coresidence of elderly parents with a child. In terms of intra-generational family care, i.e. by spouses, the demographic underpinnings are far less subject to change.
INTRODUCTION
The human life course is typically bounded at the beginning and the end by extended periods when individuals are heavily or totally dependent on others for personal care. Although disability can occur at any age and necessitate periods of dependence on others to meet physical and emotional needs, the bulk of long-term personal care in human societies involves infants and children at young ages and elderly persons at advanced ages. As underscored by the "care diamond" conceptual framework that structures the current conference, such care is provided within the context of four main institutional arrangements: the family, state, market and voluntary sector (Razavi 2007) . The relative importance of these points in the diamond and the roles that they play, however, can vary substantially between child and elderly care as well as over time and across cultural, social, economic and political settings (see e.g. Abe 2010 ).
The present study focuses on older persons in Thailand and the intergenerational arrangements within the family for personal care provided to older age members and provided by these elderly members to young children in their role as grandparents. In relation to family care for the elderly, we also consider the intra-generational contribution with respect to the role of spouses. We follow the standard definition of the old age population commonly used by the Thai government and in much of the research on older persons in Thailand as those who are 60 and older.
As background to the main theme of the study, we briefly review the three points of the care triangle other than the family as they apply to the older Thai population. In doing so our concern is limited to personal care associated with illness, frailty and disability that are commonly associated with old age and long term care. Although the institutional arrangements represented by the four points of the care diamond are also relevant to acute health care as well as material support of older persons, these aspects are beyond the scope of the present study and thus are not included in the following review.
BACKGROUND: NON-FAMILIAL SOURCES OF OLD-AGE CARE
The roles of the state, market and voluntary sector have all been very secondary compared to the family with respect to personal care for older-age persons but this situation is now facing major challenges posed by a rapidly shifting demographic context. Thailand experienced a rapid decline in fertility from high levels prior to the mid 1960s to below replacement levels by the 1990s accompanied by substantial reductions in mortality, especially for infants and young children and persons at relatively advanced ages. On the population level the fertility and mortality declines are leading to substantial increases in the share of the population that are in advanced ages along with a rapid and radical decline in the ratio of economically active persons to persons past working ages. At the same time the ratio of older age persons to children in dependent ages is increasing rapidly. On the family level, reduced fertility and mortality translate into declines over time in the number of living children of persons entering the old age range and longer survival during ages when dependence on others for care and support is necessary. Likewise the number of grandchildren that older persons have is falling sharply. In addition, labor migration of young adults has increased and is leading to greater geographical dispersion of adult children in relation to their older-age parents. Thus not only will the future elderly have far smaller families but the increased migration of their children will further reduce the number in close proximity, a condition which is virtually a necessity if filial personal care is to be provided.
1 Moreover, this is occurring at the same time that older persons are living longer and thus extending the period when they may need assistance from family members. Less predictable and more difficult to document are possible shifts in the normative context. On particular concern is how social, economic and political change will affect filial obligations to older age parents. The answer has important implications for the maintenance of family care of elderly in the future and the role that non-familial sources will play.
State. The Thai government is increasingly taking population aging seriously and is proactive in developing plans and programs to deal with needs related to the health and material welfare of older persons. These efforts, however, are predicated on the assumption that primary responsibility long-term care will continue to rest with the family with the government playing only a supportive role. Thus there are only 25 government sponsored institutional homes for older persons with no more than a few thousand residents in total (Foundation of Thai Gerontology Research and Development Institute, 2010 p.82-83) . At the same time, the government is clearly aware of the growing challenges that long term care arrangements pose in the context of reduced availability of family assistance. In response, the Ministry of Social Development and Human Security is actively experimenting with a program to promote community based home care assistance through paid volunteers. As of 2009, the program operated in all 75 provinces and involved almost 10,000 volunteers who were responsible for over 90,000 older persons (Foundation of Thai Gerontology Research and Development Institute 2010 Thai version). Such a program could help meet the need for assistance with instrumental activities that is required only on a part time basis such as meal preparation, shopping and cleaning. More questionable is the extent to which such a strategy can be effective when personal care is required on a daily and virtually full-time basis as would be the case for those who suffer serious chronic illnesses, are bedridden or severely disabled. The Ministry of Public Health is also pursuing a program to provide home health care by staff at state run facilities for older persons who are bedridden with chronic illness conditions but this is likely to consist only of occasional follow-up visits. As of 2009, this program was in a pilot stage operating in only 12 test sub-districts.
Private sector. Far less is known about the role of the private sector in providing long-term care in large part because there is no effective registration or state licensing of private nursing homes in Thailand and thus it is difficult to know the exact number that provide long term care for older persons (Kespichayawattana and Jitapunkul 2009 ). However it is generally assumed that institutionalization of frail elderly for rehabilitation and nursing care is increasing in Bangkok and other urban areas. It is also assumed that families, mainly in urban areas, are increasingly relying on paid caregivers to assist with their elderly parents with daily activities when family members are unable to do so themselves. A number of elder care training centers and placement agencies have been established in Bangkok to meet this demand. One estimate suggests that there may be more than 500 such training and placement agencies nationally but only a limited number are registered and licensed and there are no regulations regarding training standards. It is interesting to note that if such paid assistance is common, it does not show up in national surveys in response to questions about who is the main person responsible for the care of elderly persons. According to the 2007 Survey of Older Persons in Thailand, among persons 60 and older who had a caregiver, only 3% mentioned a servant was the main caregiver and well under 1% mentioned a nurse or some other person who was not a related family member. Even in Bangkok and provincial urban places, only 1% mentioned a nurse or non-relative. However 17% in Bangkok and 5% in provincial urban places mentioned a servant. It is unclear, however, whether the category "servant" included paid caregivers or referred only to domestic servants who had been hired for more general purposes. Apparently no specific instructions were provided to interviewers in this respect.
Non-governmental organizations (voluntary sector).
Overall the contribution of non-governmental organizations to long-term care of older persons in Thailand is quite limited. The Thai Red Cross maintains a rehabilitation center with 100 beds in Bangkok. In addition the Catholic Healthcare Commission maintains nine homes for the aged in various parts of the country (Foundation of Thai Gerontology Research and Development Institute, 2009, p.87) . From a demographic perspective, given the size of the older age population, the impact of these facilities on long-term care can be only minimal.
DATA AND METHODS
The following analysis of family care for and by elderly members relies mainly on the most recent nationally representative survey dealing with issues of ageing, namely the 2007 Survey of Older Persons in Thailand (SOPT) conducted by the National Statistical Office (NSO). We also draw on a series of earlier national surveys that likewise focused on the older population. These include the 1986 Socio-economic Consequences of the Ageing Population in Thailand (SECAPT), the 1995 Survey of Welfare of Elderly in Thailand (SWET) and two earlier NSO surveys (1994 SOPT and 2002 SOPT) . In addition, we make occasional reference to findings from the 2006 Migration Impact Survey that was conducted in rural and semi-urban areas in three Thai provinces and focused on how migration of adult children affected intergenerational solidarity (Knodel et al. 2007 ).
Despite the abundance of surveys of the older Thai population, their utility for analysis of trends in family care for elderly members is limited. Most lack questions that are specific to personal care as defined above. Questions about who provides care are either absent entirely or are too broad in their wording. For example, in the first two NSO surveys of older persons in 1994 and 2002, the questions used a terminology that combines care and concern. As a result, presumably because of the inclusion of 'concern', virtually all respondents indicated some one plays such a role when in reality most persons 60 and older are healthy enough to be independent of others for physical personal care. Several earlier surveys, however, ask who was the main caregiver during times of illness as well as who was desired as a caregiver under such circumstances. Although no distinction is made in the questions between temporary care during an acute illness and long term care for chronic illnesses, frailty and disability, the responses are still of some relevance for the present analysis.
The 2007 SOPT contains a question that reads "At present who is the person who takes care and helps you in your daily activities the most?". The pre-coded list of possible answers includes "self" as well as a "no one but requires care". Since the question does not also refer to "concern" as in the prior two NSO surveys, responses presumably refer to actual help with daily living activities, the core of aspect of long term personal care, and who the main person is that provides it. As would be expected, the vast majority (88%) of respondents age 60 and above indicated that they take care of themselves and only a very small share (1%) indicated that they needed care but no one was providing it. Presumably those who cited having a care giver are persons who actually needed long term personal assistance and that the persons identified as providing it were their main personal carers. Some support for this assumption is provided by the fact that respondents who said they had a caregiver were more than twice as likely to say they are in poor or very poor health compared to those who said they could care for themselves (47% versus 21%). In addition, just over half (51%) of those who stated they had a caregiver said they had difficulty doing at least one of three basic tasks of daily living (easting, dressing, and bathing or going to the toilet) by themselves or had a serious mobility problem compared to only a very small proportion (7%) of those who said they cared for themselves. The small group who said they needed but had no caregiver is intermediate in these respects but tends to be much closer to those who were self carers than those who mentioned they had a caregiver.
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FAMILY MEMBER AVAILABILITY AND LIVING ARRANGEMENTS
The need for personal care by another family member arises once an older person can no longer perform necessary daily living activities by themselves. It is important to recognize, however, that the vast majority of older men and women in Thailand are not in serious need of personal care. For example, according to the 2007 SOPT, 96% indicate they do not have problems eating, dressing, bathing or going to the toilet on their own. Moreover, 88% indicate that not only can they carry out these activities by themselves but that they do not have any major problems with walking or climbing steps (Knodel and Chayovan 2008) . Thus it is not surprising, as shown in Table 1 , that when asked about who was the major person who helps most with the respondent's daily activities, a large majority indicated that they can care for themselves. At the same time, it is clear that the ability to do so declines steadily with age. Still, even among those in their later 70s over 80 percent say can care for themselves. Among those 80 and older, however, the share declines sharply to less than two thirds.
Once a need for personal care with daily activities does arise, assistance depends on the availability of family members both in the sense that they exist and also, for practical purposes, that they live in close proximity to the older person needing care. As Table 1 shows, fully 95% of persons over age 60 in 2007 had at least one living child and almost three fourths had at least three. The consequences of the prior decline in fertility on the family size of older Thais, however, is already evident from differences among age groups within the elderly span in the proportions who have three or more living children. Thus while 4/5 of those aged 75 and over have at least three children, only two thirds of those in the 60-64 age group do. Most older-age people also have a spouse with whom they live although this declines rapidly with advancing age. Compared to over 70% of those in the 60 to 64 age group less than one third among persons 80 and older are married and live with a spouse. Thus as the need for personal care increases with advancing age, the availability of spouses to provide it declines sharply. (a) Defined as those who are coded "self" when asked "At present who is the person who takes care and helps you in your daily activities the most?"
As noted above, not only has fertility declined substantially but in recent years labor migration increased resulting in greater dispersion of adult children of older persons. Previous research revealed that the percentage of children of persons 60 and older who lived outside their parents' province increased from 28% to 36% between 1995 and 2007. This increase was particularly pronounced for rural elderly but also clearly evident for urban elderly (Knodel and Chayovan 2008) .
The decline in the average number of living children of older persons and the increase in the proportion of children that moved away contributed jointly to changes in the living arrangements of Thai elderly. As Figure 1 shows, coresidence with children declined considerably over the last two decades. Overall the percent of persons 60 and older who lived in the same household with a child fell from 77% in 1986 to 59% by 2007. Also of interest are older persons who live independently of others, either alone or with only a spouse. Although still low, the percent living alone has been increasing reaching almost 8% by 2007. However when those who live only with a spouse are included, the percentage of Thais 60 and older who live independently rose steadily from 11% in 1986 to almost one fourth by 2007. Differentials with respect to having a child in the household are far less pronounced and in the opposite direction of those associated with having a spouse present. While the percent of elderly with a coresident child differs only modestly between men and women, it increases with age and is lower for those who can care for themselves than those who cannot. Grandchildren are somewhat more common in households with elderly women than elderly men but differ only modestly at most with respect to age or ability to care for oneself. While non-relatives are quite rare, they are more common in households where the elderly person is unable to care for themselves.
FAMILY CAREGIVING TO ELDERLY DURING ILLNESS
National surveys in 1986, 1994 and 2002 of older persons all included questions about who respondents desired to be the main person to give care during illness. The 1986 and 1994 surveys also asked who the main person was that provided care during illness. As already noted, the questions did not make a distinction as to acute versus chronic illnesses. Still, the responses are likely to reflect who might be expected to provide long-term care in case the need arises.
As Table 3 shows, among all persons 60 and older, there are some differences between the distributions of actual and desired carers during illness for the 1986 survey but little contrast between the two in the 1994 results. Still, regardless of which survey is considered, it is clear for both the actual and desired caregiver while ill that respondents most commonly mentioned their children followed by their spouse. The importance of spouses both as actual and desired caregiver appears to increase across the surveys but remains substantially less common than children in the role of caregiver when ill. Grandchildren were more commonly mentioned in the 1986 survey than the later ones. One reason is for this may be that the 1986 survey question did not distinguish between grandchildren and nieces and nephews. Even in this survey, however, only a small percentage of respondents overall cited grandchildren (or nieces and nephews). Also of interest is that children-in-law are rarely mentioned as main actual or desired caregivers during illness. Spouses are most commonly cited among the 60-69 year olds and least commonly cited among those 80 and older. This pattern no doubt reflects the lesser availability of spouses with increasing age (see Table 1 ). In contrast, the mention of children increases with the age of the respondent. All three surveys are consistent in suggesting that children are overwhelmingly the preferred caregiver among those in the most advanced ages (80 and older) when the need for long-term personal care is most likely. The percent mentioning grandchildren increases with age but only in the 1986 survey does it reach even a moderate level.
A more differentiated view of the desired caregiver during illness is provided in Table 4 . Results are limited to the 2002 SOPT which is the most recent survey with relevant information. Preferences are quite similar regardless of place of residence. The majority of elderly in rural areas, provincial urban settings and Bangkok all cited a child (or child-in-law) as their preferred caregiver during illness followed by a spouse. Only a small fraction cited a non-relative although this is highest in Bangkok and lowest in rural areas. Given the dominance of children and spouses as caregivers during illness, it is of interest to explore differences by combinations of gender, marital status and childless status. As Table 4 reveals, not only among all persons 60 and older are men much more likely than women to cite a spouse as their desired carer when ill but this remains true when consideration is restricted to married elderly (i.e. those for whom a spouse could potentially be a carer). When only elderly
Children account for more than half of both the desired carers when ill and the actual carers who help with daily activities. Next most common are spouses. Overall, both surveys underscore that adult children and spouses are at the center of family care to Thai elderly and together constitute the vast majority of main carers. Some differences between the two surveys are evident. The 2007 results regarding care for daily activity cites spouses somewhat less than the 2002 results for desired person to give care when ill and mentions children-in-law somewhat more frequently. With respect to children, in both surveys daughters are cited over three times more often than sons. This likely largely reflects differences in gender role norms related to caregiving but also contributing to this difference is the that daughters more commonly co-reside with elderly parents than sons. SOPT. The distributions differ very little between rural and provincial urban elderly although less than one percent of rural elderly cite a non-relative as the main caregivers compared to seven percent of provincial urban elderly. Bangkok elders are distinctive in being least likely to cite a child or child-in-law and most likely to cite a non-relative compared to either rural or provincial urban Thai elderly.
Much stronger differences in distributions of main carers for daily activity are associated with age of the recipient. Spouses are very prominent among younger elderly constituting almost half of all caregivers for the 60-69 age group compared to less than 10 percent among those 80 and older. Indeed for the 60-69 age group spouses are cited more frequently than children (combined with children in-law). In contrast the role of children and children in-law becomes more common at older ages and represents almost three fourths of the caregivers for persons 80 and older. The importance of grandchildren as caregiver also increases with the age of recipients but only reaches 6 per cent even for persons 80 and older. The importance of non-relatives follows the same pattern as that for grandchildren with similar percentages for each age group.
Daily activity caregivers differ considerably for elderly men and women. Spouses represent 53% of caregivers for men but only modestly more than a tenth for women. In contrast, children (together with children in-law) represent almost three-fourths of the caregivers for women but just below 40 percent for men. Women are also more likely to cite all of the other categories of caregiving including non-relatives than are men. The almost 5 to 1 ratio in the percentage of men to women who cite spouses as the main caregiver in relation to daily activities is even more pronounced than in the case of desired caregiver when ill as found in the 2002 SOPT (see Table  4 ). Again this is a reflection of the fact that the 2007 survey results for daily activity assistance is limited to respondents who are unable to care for themselves and hence are more concentrated at ages where the proportions currently married are low. Thus, although still very substantial, the relative difference between men and women in the percentage who cite a spouse is considerably lower when only those who are currently married are considered. Table 5 also reveals that spouses are the predominant caregiver in relation to daily activities among respondents who have both a spouse and living children and even more so among the very small group that receives such care and are currently married but are childless. Among those who have children but are no longer married, children overwhelmingly predominate as the main caregiver for daily activities. Also among the small group who neither have a spouse nor a child, reliance on siblings and other relatives predominate although almost a fifth (18%) cite a non-relative as their main caregiver.
The last bank of results in Table 5 shows the percent distribution of daily activity carers according to the wealth status of the person receiving care. The measure is derived from a single composite wealth score based on the presence or absence of 23 different household items as reported by all persons 60 and older (i.e. not just those receiving care). Principal component analysis was used to derive weights (Filmer & Pritchett 2001) . For the purpose of presentation, the scores were ranked and expressed as percentiles with higher percentiles corresponding to greater wealth (i.e. more household possessions). Given that the distribution of wealth in Thailand is highly concentrated among a relatively small minority, percentile groupings of unequal size are shown in order to distinguish those who are particularly poor (defined as falling in the lowest 30% of the overall population) and those who are particularly rich (defined as falling in the top 10%). The results indicate that reliance on spouses is highest for those who are poorest and lowest for those who are particularly well-off. Even more striking is the far higher percentage of the wealthiest for which the main caregiver is a non-relative.
The number of cases involving non-relatives as caregivers is very small and largely consists of persons who are paid for their services (mostly persons coded as servants). As discussed above, declining family size and increased dispersion of adult children and possibly other social and normative changes are posing challenges to the future of family caregiving. Given that paid nonfamily personnel are potentially an alternative or at least a complement to family care, it is of some interest to examine those older persons currently with such caregivers. Figure 4 compares the small number who currently cited a paid caregiver (i.e. coded as a servant or nurse) in the 2007 SOPT with those who cite a family caregiver. As noted above, it is unclear in the case of servants that make up the bulk of the paid caregivers if they are employed primarily for the specific task of caregiving or for more general assistance in the household. Also given the very small number of cases in which a paid caregiver is cited, the results are at best only suggestive.
Older persons with paid personal caregivers are far more likely to live in urban areas and especially to be in Bangkok as well as far more likely to be in the top wealth decile as measured by household possessions. Based on reported problems with several basic activities of daily living (eating, dressing, or bathing and to the toilet), those with a paid carer appear to be in more need of personal assistance than those with a family carer. In addition, those with paid carers are far more likely to be childless, not to be currently married, and not to be living with an adult child.
Given the very small percentage of older persons who receive assistance in their daily living that are non-relatives, it is clear that, as in the past, the primary responsibility for the personal care of elderly still rests overwhelmingly with the family, especially their adult children and spouses. At the same time, as just noted, demographic changes and possibly social and normative changes underway pose important challenges for the future of family care. Some hint as to the implications of these trends can be provided by examining the extent to which family size and location of children currently relate to the need and provision of family care among the current generation of older persons. As Table 6 shows, based on the 2007 SOPT, the percent of older persons that can care for themselves shows no consistent association with the number of adult children. At the same time, there is some suggestion that those who coreside with a child are less likely to be able to care for themselves than those who do not and especially than those whose nearest child lives outside their province. This is consistent with findings from the 2006
Among those older persons who could not care for themselves, fully one fifth of those whose nearest child lived outside the province indicated that no one provided care for them. This is almost triple the share that lacked needed assistance for those who had an adult child coresident in the household suggesting that migration of children puts some older parents who need personal care at risk of lacking it. Attitudinal data from the 2006 Migration Impact Survey indicates that almost 90 percent of parents feel that the absence of children nearby is acceptable as long as social contact is maintained and parents are still in good health (Knodel et al. 2007 ). However, less than 30 percent said it was acceptable for their children to hire someone to help the parents if parents are old, not in good health and all their children lived elsewhere. Moreover over 80 percent felt that under such circumstances it is better for parents if a child moves back to care for them rather than if parents move to join a child. Thus there still appears to be a strong preference for children to care for parents once frail health sets in and that at least one child should return if all have moved away.
ELDERLY CARE FOR GRANDCHILDREN
As noted in the introduction, intergenerational exchanges of personal care within the family can go in both directions. Not only can elderly persons receive needed care from family members but they can also provide personal care to them. In the context of the present analysis, of particular interest is their role in care for young children, particularly their grandchildren.
Results from the 1994 SOPT as presented in Table 7 reveals that over 90 percent of Thais 60 and older reported that they had grandchildren at that time. This differs little by the respondents' age or gender but variation is evident by place of residence. Rural older persons were most likely to have grandchildren while elderly in Bangkok were least likely. Still even in Bangkok more than 80 percent reported they had a grandchild. One reason contributing to this difference is that the proportion of elderly who never married is lowest in rural areas and highest in Bangkok.
Probably even more important is that the children of urban elderly tend to marry later or not at all and postpone childbearing longer. More recent data is not available and it is possible that the percent of older persons that have grandchildren has declined given the sharp reduction in fertility among reproductive age persons that occurred during the last few decades. Still, since today's older people had fairly large families themselves and most of their children have at least one or two children, it is unlikely that this percentage would have fallen substantially. Several surveys of older persons between 1994 and 2007 collected information on whether or not grandchildren co-resided with the respondent. As results in Table 7 show, no obvious trend over time is evident with some inconsistency apparent across the surveys. In particular the 1994 SOPT shows a substantially higher percent of older persons with a coresident grandchild than does a national survey conducted just one year later. Still all of the surveys agree that roughly half of older persons coreside with at least one grandchild. Three of the four surveys also indicate that the proportion coresiding with a grandchild is distinctively highest in rural areas and lowest in Bangkok. The main exception is the 1995 SWET that found an unusually high portion of Bangkok elderly residing with a grandchild. In general the surveys also suggest that the proportion of older people who live with grandchildren increases with the age of the respondent although this is not apparent in the most recent results (2007 SOPT). With respect to gender, all four surveys agree that older women are somewhat more likely than older men to live with grandchildren.
The results just discussed do not distinguish between grandchildren who are young and in need of care and those who are old enough to not need care and who even may be able to provide assistance to the elderly members of the household. The 2007 SOPT includes information on the age of the youngest coresident grandchild as well as how many coresident grandchildren have no parent in the household. Given that the legal age for employment in Thailand is 16, we define a minor age grandchild as one younger than 16. Moreover, we distinguish between grandchildren that have and do not have a parent present in the household. The latter situation typically arises because the parents migrated elsewhere although in some cases the parents are deceased. In addition, we also distinguish "skip generation households" which we define as situations in which not only the minor grandchild's parents are absent but also in which no other adult child of the elderly respondent coresides.
Overall, as Table 8 shows, just over two fifths of older persons in Thailand in 2007 had a minor age grandchild in the household. At the same time, about one fifth lived with grandchildren who had a parent present and close to one fourth with a grandchild whose parent was absent. In a small minority of cases (2%) both minor grandchildren with and without parents present coresided with the respondent (not shown in table). In addition, almost a tenth of older persons lived in a skip generation household. These results suggest that a substantial number of elderly Thais are in a position to assist with and even be the primary person responsible for grandchild care and support, situations we examine below.
Rural elderly are most likely to co-reside with a minor aged grandchild and Bangkok elderly least likely to do so. Differences are not pronounced with respect to having a coresident minor aged grandchild whose parents are present but are quite striking with respect to living with a grandchild whose parents are absent. In addition, skip generation households are clearly most common among rural elderly and quite uncommon among Bangkok elderly. These differences are almost certainly related to differences in the migration of adult children seeking employment opportunities elsewhere and commonly in urban areas, especially Bangkok. Previous analysis has shown that a distinctly higher portion of children of rural elderly compared to those of urban elderly had migrated out of the parents' province presumably in most cases to seek employment (Knodel and Chayovan 2008) .
Noticeable differences are also evident with respect to the age of the respondent. Younger elderly are most likely to have a coresident minor age grandchild and those at the most advanced ages least likely. This is true for all measures shown and undoubtedly relates to the fact that for the oldest respondents the chance is greatest that their grandchildren already are past the minor ages as defined in our measures. In contrast, differences between older men and women with respect to presence of minor age grandchildren are relatively modest and vary with the particular measure. Among older persons who have at least one adult child, the number of their adult children is clearly associated with the chance of having a minor age grandchild in the household. Only 30% of elderly Thais with only one adult child have a grandchild in the household compared to 47% of those who have four or more adult children. Moreover, this positive association is evident irrespective of whether the coresident grandchild has a parent present or not. Also the chance that the household is of the skip generation type increases with the number of adult children although only quite modestly.
The presence of grandchildren in the household greatly facilitates the possibility for grandparents to play an important part in their care and support, especially when the grand children's parents are absent. Table 9 provides information on the role of older age persons with respect to the care and support of coresident minor age grandchildren whose parents are not present. The table was divided into parts A and B since the appropriate categories regarding care and support differ. As seen in table 9A, either the older age person who was interviewed and/or his/her spouse were the main caregivers for somewhat more than half of the coresident minor age grandchildren whose parents were absent. This percentage is higher in rural areas than in either provincial urban areas or Bangkok. A sharp gradation is apparent by age of the respondent with younger respondents by far the most likely to report that they or their spouse was the main caregiver for the grandchild and the oldest by far the least likely to report this. In terms of whether the respondent was a man or a woman shows little relationship to whether the respondent or the spouse is primarily responsible for the grandchild care but is very much related to which one of the couple was the primary caregiver. Clearly older women are more likely than older men to be the primary caregiver for the grandchild as indicated by the fact that women were much more likely to report themselves as the main caregiver than were men and men were much more likely than women to report their spouse as the main caregiver. This holds true even when tabulations are resticted to only respondents who are currently married and living together, i.e. situations in which both a grandmother and grandfather are in the same household as the grandchild (results not shown in table) . Among these cases, 11% of men reported themselves and 25% reported their spouse as the main caregiver of the grandchild; in contrast 26% of women who lived with their spouse reported themselves and only 8% reported their spouse as the main caregiver.
The most pronounced difference is found with regards to situations where the grandchild is living with a grandparent in a skip generation household arrangement. Fully 90 percent of respondents in skip generation households reported that they or their spouse were the primary caregivers of the grandchild compared to only 28% of those not in a skip generation household. This difference is not surprising since in skip generation households there would be very few other adults to take responsibility for the grandchild given that a skip generation household does not have any coresident children of the elderly respondent (i.e. aunts or uncles of the grandchild).
With respect to the main person that financially supports the grandchild, results in Table 9B make clear that such support is overwhelmingly from the parent of the grandchild rather than the older age grandparents who co-reside with the grandchild. In 85% of the cases, respondents reported that this to be so. This undoubtedly reflects the fact that most of the grandchildren left in care with grandparents are from adult children who migrated seeking employment elsewhere and were able to send sufficient remittances back to the grandparents that covered the costs of grandchild care. Thus in most cases, the coresident grandchild is unlikely to be a financial burden for the grandparents. The 2006 Migration Impact Survey also found that the expenses of raising grandchildren who were left behind with grandparents were typically born primarily by the grandchild's parents . There is little variation with respect to place of residence, age and gender of the grandparents in the dominance of parents of the grandchild providing the main financial support. However, while parents were still the predominant source of the grandchild's support in skip generation households, the percentages are noticeably lower than in non-skip generation households.
DISCUSSION AND CONCLUSIONS
The findings presented above clearly document the primary role of the family, especially adult children and spouses, in providing personal care to elderly members who are no longer able to function on their own. Thus there can be no question that the family dominates over the other three points of the "care diamond" with respect to the provision of long term personal care in old age in Thailand. This is not to deny that the state and the private health sector play important roles in the provision of care for acute health problems. Moreover, the extent to which the relative contributions of the four points of the diamond may shift in the future remains an open question. It is also clear that older persons, in their role as grandparents, make significant contributions to the care of young children, especially in situations where the child's parents have migrated and left the grandchild in their care.
As noted above, demographic trends are underway that clearly pose important challenges for the future of family care. Primary among these is the shift to low fertility and smaller family sizes, increased migration of adult children to find employment, and reduced mortality resulting in longer survival into advanced ages. In addition, the normative framework in which filial obligations are grounded is also subject to change although this is far less predictable. These factors have already contributed to shifts in the living arrangements of Thais 60 and older including a decline in coresidence with a child from 77% in 1986 to 56% by 2007. In terms of intra-generational family care of older Thais, i.e. by their spouses, the demographic underpinnings seem less subject to change although there is some evidence that a growing proportion of elderly in the future will have never married (Knodel, Chayovan and Prachuabmoh, 2011) .
The future role of older persons in providing care to young dependent grandchildren is also subject to change as a result of demographic trends and perhaps normative change in the view of parenthood as well, although the latter is very difficult to predict. In terms of the demographic trends that are likely to affect grandparental child care, impacts might to some extent counteract each other. On the one hand, fertility has declined very substantially among persons of reproductive age. Not only are married couples having small families that rarely exceed two children but increasing proportions of adults are forgoing marriage and childbearing altogether (Jones 2008) . Very little is known about the extent of single parenthood in Thailand outside the context of marriage but if this were to increase, it could contribute to involvement of grandparents in care for the young children of single mothers. At the same time, if the increasing proportions of adults who are not marrying also forgo childbearing, this together with the small family size of those who do marry could reduce the role of grandparents in taking responsibility of raising young grandchildren. On the other hand, as noted above, the increased migration of adult children seeking employment especially in urban areas could help sustain a demand for grandparental care of young dependent children of the migrants. Thus a fair degree of uncertainty remains concerning the future role of older persons in care of young children.
There are also important issues that contribute to uncertainty about the future of family care for older persons. The economic, social, political and technological environments in which Thais live out their lives are constantly changing, often in substantial ways. Future elderly will be better educated and likely have better health. Moreover, as the world about them changes, parents and their adult children as well as those who will be childless in old age will exercise human agency to modify their current arrangements in attempts to adapt to new circumstances in ways that minimize negative impacts and maximize potential benefits.
With that said, long term personal care clearly requires the physical presence of the caregiver and thus smaller family sizes and greater dispersion of adult children among future elderly will likely reduce, or at least alter, the role that adult children play in the provision of such care. As the results presented above documented, spouses are also a critical source of personal care. As adult children become less available, spouses may need to play an even more important role. This will only be possible for those elderly who are currently married and may require some modification of the norms that govern gender roles in order to bring about a greater gender balance in the contributions of husbands and wives in this respect.
As noted in the background section, the Thai government is clearly aware of the challenge that reduced availability of family assistance poses for long term care arrangements for elderly persons and is actively experimenting with pilot programs to address the issue. Most prominent to date is the effort to promote community based home care assistance through paid volunteers. There are also plans to introduce more follow-up home visits by health professionals following hospitalization to promote successful recovery.
It remains an open question as to the extent to which such efforts can fill any emerging gaps in the family care system. In any event, the general government strategy is to play only mainly a supporting role for family care and not to provide significant alternatives to it.
The private sector is also undoubtedly engaged in expansion of assistance services related to long term personal care but is likely to focus on the minority that can afford them, namely better off urban elderly. Hired full time helpers to assist or even be the primary caregiver with elderly who need serious and time-consuming personal care is likely on the rise in urban areas among better off families. This can offer a solution to adult children including those who are coresident or lived nearby their parents but who are employed outside the home. The fact that such services and the private agencies that offer training and act as intermediaries in the hiring process are largely unregulated is a matter that deserves government attention (Jitapunkul et al. 2008 ).
While full time hired help is one solution to deal with the need for long term care of elderly Thais, it is an option only for families with sufficient incomes. Moreover, attitudinal data suggest that many elders still believe that if no child is present when the need for long term care arises, at least one should return to provide care rather than hiring someone else to do so (Knodel et al. 2007) . If the government could promote 'elder care leave policies' in employment contracts this might help provide a partial solution to this dilemma. At a minimum, leave for short term elder care when needed in association with acute illness or other short term health problems should be institutionalized. Getting employers to institute policies that permit longer term leaves of absence for eldercare will be more difficult.
Clearly the monitoring of elder care and the role of the four points in the care diamond should be a priority for research concerning population aging in Thailand in the future. Particular attention needs to be given to learn more precisely how the other three points of the care diamond interact with family care and how all four can be best integrated.
